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Summary box
 ► Economic strengthening interventions, including mi-
crofinance initiatives have been proposed as prom-
ising strategies to reduce interpersonal violence in 
low-income and middle-income settings.
 ► Despite these recommendations, there is little rig-
orous empirical evidence that microfinance alone or 
synergistically with gender norms or equity training 
can reduce violence against children or intimate 
partner violence.
 ► We call for further investments in evidence gener-
ation around economic strengthening before scal-
ing-up potentially ineffective interventions.
Economic strengthening interventions are 
proposed to reduce interpersonal violence, 
including intimate partner violence (IPV) 
and violence against children (VAC) in 
low-income and middle-income countries 
(LMICs).1–5 This proposition is intuitive, as 
economic or poverty status and violence are 
typically correlated.6 7 However, economic 
interventions are not uniform. Programmes 
such as social safety nets (eg, cash or in-kind 
transfers); livelihood, employment or entre-
preneurship programmes; microcredit and 
savings or broader economic policy instru-
ments (eg, tax credits or fiscal subsidies) 
induce diverse behavioural changes leading 
to a variety of outcomes by nature of their 
different designs and target populations. 
Further, impacts on violence and its predic-
tors may vary by context according to the 
levels of generalised poverty and cultural 
or gender norms. Given the global scale of 
violence, it is imperative to identify effec-
tive prevention strategies through rigorous 
testing in multiple contexts building a reli-
able evidence base, before recommending 
scale-up for violence reduction.
One type of economic intervention, micro-
finance institutions (MFIs), including micro-
credit, micro-savings and individual or group 
village savings and loan associations (VSLAs), 
have been highlighted as promising interven-
tions for reducing VAC/IPV by INSPIRE, a 
multinational partnership launched in July 
2016.5 The INSPIRE package is led by the 
WHO in collaboration with the Centers for 
Disease Control and Prevention (CDC), End 
Violence Against Children: The Global Part-
nership, the Pan American Health Organi-
zation (PAHO), the President’s Emergency 
Plan for AIDS Relief (PEPFAR), Together 
for Girls, UNICEF, United Nations Office 
on Drugs and Crime (UNODC), United 
States Agency for International Development 
(USAID) and the World Bank. Each letter 
of the word ‘INSPIRE’ stands for one of the 
seven evidence-based strategies including: (1) 
Implementation and enforcement of laws, (2) 
Norms and values, (3) Safe environments, (4) 
Parent and caregiver support, (5) Income and 
economic strengthening, (6) Response and 
support services and (7) Education and life 
skills. INSPIRE promotes two types of bundled 
MFI programmes (‘MFI-plus’) among its 
income and economic strengthening strat-
egies for reducing VAC: group savings and 
loans combined with gender-equity training 
and microfinance combined with gender-
norms training.5 Thus, the INSPIRE strategy 
implies that (1) mechanisms for impact are 
driven by the economic or poverty channel 
(rather than norms or values channel, or by 
MFI simply being a platform for reaching 
women in organised groups) and (2) MFIs 
reduce poverty (and subsequently VAC/IPV), 
thereby recommending countries should 
‘adapt and adopt’ similar strategies.
Nevertheless, there exists little rigorous 
evidence showing that MFIs alone or through 
synergistic effects with other interventions 
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reduce VAC in LMICs, or unpacking the mechanisms 
through which these reductions may occur. In fact, to our 
knowledge, only three studies evaluate effects of bundled 
MFI programmes on VAC within samples of adolescent 
girls in East and Southern Africa. The ‘plus’ components 
examined ranged from behaviour change communi-
cation, and girls clubs, to livelihood training and other 
economic transfers. Two experimental studies indicate 
promising results, finding decreases in experience of 
‘unwilling sex’ in Uganda and physical or sexual violence 
in Zimbabwe.8 9 However, a third non-experimental study 
in Uganda found increases in ‘indecent touching’.10 
Despite some promising results, because these studies 
tested combined effects of MFI-plus programmes, they 
cannot determine the net contribution of MFI alone or 
synergistic effects of programme components. Thus, the 
existing evidence cannot conclude whether the bundled 
MFI-plus was necessary for the observed reductions 
in VAC or whether offering access to MFI-only services 
would have been sufficient.
Despite this limited evidence, the recommendation on 
MFIs could be justified if there was evidence of reduction 
in IPV or in children’s witnessing of the same. However, 
this evidence is lacking, including from three rigorous 
randomised controlled trials (RCTs) the INSPIRE 
strategy relies on. In northern Cote d’Ivoire, a combined 
VSLA and gender dialogue intervention reported signifi-
cantly reduced economic abuse among partnered women 
aged 18 years and older, compared with the savings only 
group.11 However, it had no significant effect on sexual 
or physical violence. Note that the INSPIRE document 
reports effects only for women who attend at least 75% 
of sessions (what the authors term the ‘high adher-
ence group’), who experience reductions in exposure 
to past-year physical IPV. However, these results come 
from a per protocol analysis, which cannot disentangle 
women’s characteristics which motivate them to attend 
the programme (eg, the high adherers), from impacts. 
In Burundi, access to VSLAs plus eight couples’ sessions 
focusing on conflict-resolution skills reports no significant 
overall effects, compared with VSLA access only.12 Finally, 
in rural South Africa, the Intervention with Microfinance 
for AIDS and Gender Equity (IMAGE) offering access to 
microloans paired with gender and life skill sessions and 
a community mobilisation component, reduced physical 
or sexual IPV in the last 12 months by 55% among clients 
in treated villages, compared with the age-matched 
random sample in control villages.13 Although the 
IMAGE results are promising, authors could not disen-
tangle the effects of the MFI from the gender and life-
skill training. In addition, these estimates measure the 
effect of the intervention on clients (ie, the effect of the 
‘Treatment-on-the-Treated’), but do not tell us if IMAGE 
reduced exposure to IPV in the population of eligible 
women in treated villages (ie, the ‘Intent-to-Treat’ effect). 
This may be problematic for generalisability of findings, 
as women from the general population are likely to be 
different from women who take up MFI programmes. 
Taken together, these studies do not test the hypothesis 
that MFIs alone result in reductions in IPV, nor do they 
provide evidence in support of a marginal effect of the 
‘plus’ component, or of the synergistic effects between 
MFI and the ‘plus’ components. The only study to show 
an incremental synergistic effect of MFI-plus interven-
tions (compared with access to MFI-only) on reduction in 
IPV exposure is Kim et al’s three-way comparison between 
IMAGE clients, MFI-only clients and age-matched 
controls.14 While encouraging, these findings, too, are 
likely to apply to women who decide to take up MFI and 
MFI-plus services when these are offered, who may be a 
low proportion of all adult women and may differ from 
the general population, along key characteristics associ-
ated with both risk factors and potential for impacts.15 
For example, Karlan et al examine take-up rates among 
MFIs across 13 projects and find that rates are between 
2% and 84% of eligible individuals.15 Finally, a recent 
RCT in Burkina Faso, published after the release of the 
INSPIRE guidelines, found that an economic interven-
tion alone (including VLSA), as well as the economic 
intervention plus family coaching reduced emotional IPV 
(with no change for physical IPV).16 However, since the 
economic intervention also included livelihood training, 
seed capital grants and one-on-one mentoring, the study 
is unable to attribute impacts to the VSLA alone, versus 
other components.
Important to the discussion of disentangling impacts, 
it has been suggested that MFIs alone could increase risk 
of IPV and that added components are in fact needed 
to mitigate against adverse impacts.2 However, as Gibbs 
and colleagues show, these adverse IPV impacts have 
been found in associational studies only, and there is 
no evidence these relationships are causal. Moreover, a 
systematic review of group-based self-help programmes 
(including MFIs), finds no evidence that these 
programmes increase IPV.17 The claim that MFIs lead 
to increases in violence based on quantitative evidence 
appears to rely on misinterpretation of correlation as 
causality. While ‘male backlash’ is a theoretical possibility, 
there is little causal empirical evidence of this occurrence 
within women’s economic empowerment programming. 
Despite this, it is important to continually monitor for 
and evaluate the potential for adverse impacts and 
there exists specific guidance of how to implement such 
efforts.18
The question whether it is MFI-only or the synergistic 
effects of MFI-plus programming that drives reductions 
in violence also has implications for cost and scalability. 
For example, if the economic component alone is suffi-
cient, but synergies with additional programmes deliver 
larger impacts, or more sustainable impacts, then the 
overall cost-effectiveness over medium and long term 
should determine optimal investments. In contrast, if 
the ‘plus’ component is driving impacts, then an appro-
priate recommendation would be to scale up, refine and 
distill key components of the same. When determining 
population-level investments, there is a trade-off between 
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scaling-up leaner programmes to more beneficiaries and 
implementing more complex, costly programmes to fewer 
beneficiaries. It is possible that layered programmes will 
lead to greater cost-effectiveness. However, to our knowl-
edge, no empirical study has investigated this trade-off. In 
addition, underlying gendered norms around women’s 
economic empowerment may take time to change, and 
thus the current RCT-based evidence may underesti-
mate impacts due to the short time frame for evaluation. 
However, this may not always be the case, and in addition 
to long-term experimental studies, well-designed, long-
term cohort or quasi-experimental studies can contribute 
to addressing these questions. Finally, high-quality quali-
tative research can provide insights on context and chal-
lenges for recipients and implementers and on possible 
mechanisms of impact.
The weak evidence for MFIs reducing violence is of 
particular concern when viewed as part of the broader 
evidence on poverty and human capital impacts of 
MFIs. Prominent RCT-based studies and systematic 
reviews suggest that MFIs have failed to deliver on their 
primary poverty and revenue objectives, as well as on the 
specific objective of improving the financial standing of 
women.19 20 Some evidence suggests that MFIs can be 
beneficial for certain populations, namely, the entre-
preneurially minded among the poor.19 However, the 
extreme poor who are liquidity constrained are often 
not able to pay back loans (particularly loans with high 
interest rates) and may not be well positioned to engage 
in small business activities.20 The conclusion that MFIs 
have inconsistent and often null impacts on economic 
outcomes, the main mediator through which they are 
hypothesised to impact violence, should encourage 
INSPIRE to reconsider their potential for violence reduc-
tion and further encourage studies that rigorously eval-
uate direct and synergistic impacts of MFI-plus packages.
With an estimated one billion children under age 18 
suffering from emotional, physical or sexual violence 
every year, and one in three women experiencing IPV 
in their lifetime, the stakes are too high to make leaps 
of faith.21 22 The INSPIRE package indicates that recom-
mended strategies are not meant to be comprehensive 
and rather can be seen as ‘illustrative models’ (pp 22).5 
Despite this caveat, INSPIRE is currently being recom-
mended as a model for implementation and strategic 
investment globally.23 Accordingly, we encourage global 
stakeholders to use the most up to date and comprehen-
sive evidence available and to commission additional 
research where gaps exist. This research must be able to 
identify causality, be sufficiently powered to detect effects 
between economic strengthening and other components, 
tested in the long term, in multiple settings through scal-
able models and include cost-effectiveness estimates. 
There are many diverse typologies of economic strength-
ening interventions and policy levers, and we have only 
begun to scratch the surface to understand how they 
affect violence. There exists little conclusive empirical 
evidence that MFIs, either directly or synergistically with 
gender norms or equity training, can reduce VAC or IPV. 
We encourage the global stakeholders to ‘look before 
they leap’ and make investments in evidence genera-
tion around economic strengthening before scaling-up 
potentially ineffective interventions.
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